M ost children with spinal deformity will be diagnosed with idiopathic scoliosis. However, only a few will progress to the point that treatment is recommended [12] . Observation alone suffices for most patients. Brace treatment should be considered for those with moderate scoliosis (25°to 40°Cobb angle of the major curve) and remaining growth potential. Even when left untreated, about half of the children with scoliosis in the treatment range will not progress to the point that surgery is indicated [11] .
Factors that might be associated with the risk of curve progression include chronological age, menstrual status, skeletal age, pubertal status, height velocity (growth spurt), and curve size. The remaining growth potential and risk of curve progression is best assessed in the spine, but because it is difficult to assess the growth plates there, other sites are used. The calcification, or capping, of the iliac crest (the Risser sign) can be used to determine the remaining growth potential [8] of a patient, but calcification generally occurs after the peak height velocity. Therefore, physicians should consider using other methods besides the Risser sign to determine growth potential [2] . Hand and wrist radiographs are commonly used to determine skeletal age and remaining growth potential, where ossification and closure of epiphyses are evaluated according to the Greulich and Pyle [5] , or Tanner and Whitehouse classifications [10] . Physicians also use simplified derivatives, such as the Sanders simplified skeletal maturity system, the thumb ossification composite index, and the distal radius and ulna classifications [3, 6, 9] .
In the current study, Cheung and colleagues link skeletal age measurements determined from the distal radius and ulna classification with growth patterns in children with idiopathic scoliosis [4] . The authors found that curve progression peaks sometime after peak height velocity. Cheung and colleagues included males in their study even though idiopathic scoliosis is seen more often in females. When determining the risk of curve progression in males, physicians have to rely more on skeletal age than in females, in which information on menarcheal status also is important [7] . By determining the curve progression in both males and females (which behaved similarly in this report), Cheung and colleagues added to our knowledge base.
Where Do We Need To Go?
Based on the results of the current study, we know that physicians should closely monitor brace treatment soon after peak height velocity. But ultimately, the goal is to avoid unnecessary followups and radiographs for those individuals who will not benefit from treatment, so we still need a better knowledge of patterns and rates of curve progression in patients with scoliosis.
Future studies should examine whether finding the continued curve progression after peak height velocity is important when treating children How Do We Get There?
A tool that predicts risk, rate, and time of curve progression with a very high degree of certainty would be ideal, and additional development of data extracted from hand radiographs seem possible. Future studies should validate the currently described measurements in different longitudinal cohorts with and without brace treatment, while also determining whether this approach-identifying children with high risk of curve progressiontranslates into less surgery or fewer children treated with a brace. Further, we need observational studies that compare the various approaches to assessment of skeletal maturity to see which one correlates most closely related with curve progression; I expect more such studies to be published [1] . Secondary analyses of controlled clinical trials may be used to determine whether a certain skeletal maturation grade corresponds to risk for progression in the untreated and treated patient. These types of studies may also yield new and improved algorithms to guide treatment in idiopathic scoliosis.
